retrograde (distal to proximal) were reliably predicted using bony landmarks, and was also observed with ultrasound, and resulted in lead placement consistently more parallel to the nerve. Then video then shows placement in the office under local anesthesia in several patients.
INTRODUCTION AND OBJECTIVES:
There is an increasing number of vaginoplasties performed for gender incongruence in the United States. Some of these patients may have had prior treatment for prostate cancer, and as a result, urologists may be confronted with unusual complications in these patients that have not been reported in the literature.
METHODS: A 68-year-old transfemale who has had a radical prostatectomy and mild post-operative incontinence subsequently developed total incontinence after vaginoplasty. An artificial urinary sphincter was not possible because of the dramatically shortened bulbar urethra. We describe treatment with a pubovaginal sling using autologous rectus fascia. The patient was counseled about the likelihood of urinary retention post-operatively and the need for intermittent catheterization which she agreed to do.
RESULTS: The patient was dry one month after surgery but did require intermittent catheterization to empty her bladder.
CONCLUSIONS: Autologous pubovaginal sling may be an option to treat incontinence in the transgender female. Unusual complications may occur after transgender surgery and familiarity with reconstructive male and female surgical techniques can be helpful. Patients who fail initial treatment options may be offered peripheral tibial nerve stimulation (PTNS). An implantable tibial lead may help overcome the time commitment that limits pursuit of the percutaneous approach of this type of neuromodulation. The lead is implanted in an optimized anatomical location based on neurosensory testing in a single office visit. The patient undergoes stimulation of their lead at home. A number of different devices with variations on this theme are currently being evaluated. We present an anatomical review and instructional video for the placement of an implantable tibial nerve stimulator for the treatment of OAB under pure local anesthesia.
METHODS: Anatomy localization using ultrasound can be used to identify arterial, venous and nerve structures posterior to the medial malleolus and approximately 5 cm superior. An external probe is used to elicit twitching of the flexor digitorum brevis muscle and the site on the skin that elicits a strong motor response is marked. An incision is made 5 centimeters proximal and the probe is inserted at a 20-30 degree angle as it is directed to the marked neurosensory site. The probe pierces the flexor retinaculum to come into appropriate proximity with the nerve. If the lead is in proximity to the nerve, the patient will experience stimulation from the probe with subsequent toe fanning or flexor digitorum brevis muscle twitching. The introducer set is positioned to the tip of the probe and the dilator and probe are removed, leaving the introducer sheath in place. The lead is inserted through the sheath until it is at the tip of the sheath. The sheath is retracted to expose the electrodes of the lead. Neurosensory response is confirmed. The anchor on the lead is deployed to fix the lead in place. The excess wire is buried under the skin.
RESULTS: Five women have undergone placement of an implantable PTNS leads at our institution. Mean procedure duration is 18 minutes. Mean EBL is 5 mLs. Mean follow up is 5.2 months. Three patients reported ecchymosis at the site where the lead was tunneled, and there have been no reported post procedure complications.
CONCLUSIONS: Placement of an implantable PTNS lead in the outpatient setting with local anesthesia is relatively quick with no major complications in our small cohort. The procedure is dependent on neurosensory responses, although ultrasound may be used. Efficacy of the procedure is still in progress.
Source of Funding: Bioness, Inc.
V12-05 IMMEDIATE EVALUATION AND ROBOT ASSISTED REPAIR OF A URINARY INJURY FOLLOWING A VAGINAL HYSTERECTOMY
Robin Djang*, Kris Strohbehn, John Seigne, Lebanon, NH INTRODUCTION AND OBJECTIVES: Urinary injuries occur in approximately 0.33% of gynecologic laparoscopic procedures for benign indications. Of these, the majority are recognized intraoperatively and require surgical repair. [1] METHODS: A 48-year-old women sustained an injury to her trigone during a vaginal hysterectomy. The patient was transferred to our hospital where the injury was evaluated cystoscopically, radiographically and laparoscopically. The injury was repaired acutely in a laparoscopic, robot assisted fashion.
RESULTS: The accompanying video illustrates the following principles; #1: Appropriate evaluation of a urinary injury following gynecological surgery; #2: Separation and mobilization of the bladder and vaginal walls to allow a tension free closure; #3: Development of a peritoneal and omental flap to augment the repair; #4: The value of the robotic approach for precise visualization and suturing deep in the pelvis.
CONCLUSIONS: The accompanying video illustrates the principles for evaluation and repair of a urinary injury following hysterectomy and the advantages of a laparoscopic, robot assisted approach in an appropriately selected case.
[1] Wong JMK, Bortoletto P, Tolentino J, Jung MJ, Milad MP. Urinary Tract Injury in Gynecologic Laparoscopy for Benign Indication: A Systematic Review. Obstet Gynecol. 2018;131(1):100-108.
Source of Funding: None

V12-06
NEURO-UROLOGY IN DAILY PRACTICE PART 2: PHYSICAL EXAM INTRODUCTION AND OBJECTIVES: With the aging of our population and widening prevalence of diseases, there is an increasing number of patients with lower urinary tract symptoms and neurologic conditions. The general urologist often serves as a first line diagnostician for these patients. It is therefore vital for them to be able to perform a focused neurourologic history and physical exam. The objective of this video is to explain and demonstrate the key elements of a physical exam in patients with a suspected or established neurologic disease while seen in a general urology setting.
